China has the world's largest elderly population, and the oldest-old population, with a current disability rate greater than 50%, will triple in the next 35 years. The field of geriatrics is young, because almost all geriatric departments were established after 2000, and so faces many challenges. Management of diseases and hospital care is the focus. Senior physicians were trained in other subspecialties, such as pulmonary or cardiology, and junior physicians entered geriatrics departments as masters or doctorate students after medical school. The inadequacy of post-acute and long-term care facilities has caused long hospital stays. There are no national systematic geriatric training programs, national board examinations, or qualifications in geriatrics. These challenges were used as a framework for guiding changes in the Department of Geriatrics at West China Hospital, Sichuan University. These changes have included international experiences and collaboration for physicians and nurses, revision of departmental conferences, and special training for a unique group of caregivers called hugong (untrained caregivers hired by families to be at the bedside of hospitalized individuals). The most significant yet challenging part of the transformation has been to develop and modify Westernbased geriatric models of care (e.g., Acute Care of the Elderly unit, delirium prevention and management models, palliative care). Lastly, the department established Tianxia (in the sky) Doctors, an internet-based platform to connect the department's interdisciplinary team to other hospitals, nursing institutions, home-based care service stations, community health service centers, and pharmacies throughout the region. J Am Geriatr Soc 66: 184-190, 2018. 
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In China, the field of geriatrics is young, and efforts are being made as to how to train future geriatricians and related healthcare providers; develop models of care; and care for the growing number of older Chinese adults with disabilities, geriatric syndromes, and chronic diseases. The purpose of this article is to describe how one geriatrics department in China has changed and is changing to meet the demands of the future.
HEALTH CARE IN CHINA
Since the 1980s and 1990s, hospitals have been the primary location of healthcare delivery in China. 3 This has led to an emphasis on medical technology and created some degree of expectations in people that they should receive diagnostic examinations 4 and intravenous (IV) medications. 5 Outpatient clinics are overcrowded, 6 and specifically related to geriatric care, there are fewer community-based post-acute and long-term care facilities than what is needed. 2 
GERIATRIC DEPARTMENTS IN CHINA
More than 90% of geriatric departments were established after 2000. Almost all evolved from wards dedicated to the care of aging veterans that started caring for other aging groups. Management of diseases has been the focus of Chinese geriatric departments, and wards have historically been divided according to internal medicine specialties (e.g., cardiovascular, respiratory). Most departments have 100 or more beds, with wait lists for admission being common and few admissions coming through emergency departments.
Although there are no national systematic geriatric training programs, national board examinations, or qualifications in geriatrics, professional societies have been making progress in education and training in other ways. The Geriatric Branch of the Chinese Medical Association (CMA) held the first Chinese Geriatricians Training Conference (emphasizing training the trainer) in 2014 in Beijing. The Geriatric Branch of the CMA and the Ministry of Health Personnel Exchange Service Center awarded participants certificates. This landmark conference opened a new chapter in training geriatricians in China. Since then, there have been more than 10 similar training conferences around the country, each with approximately 100 participants. National and regional conferences are also playing increasingly important roles in geriatric education.
GERIATRIC DEPARTMENT, WEST CHINA HOSPITAL, SICHUAN UNIVERSITY
West China Hospital, in Chengdu, China, has more than 4,000 inpatient beds, and the outpatient clinics accommodate more than 2 million people per year. Since the early 2000s, the Geriatric Department at West China Hospital has had 260 inpatient beds (four floors) and an average of more than 30 physicians (not including trainees) and more than 100 nurses on staff. Most physicians have inpatient duties all year round and have 1 or 2 outpatient half-day clinics per week. Half-day patient panels range from 20 to 40 patients, typical of most Chinese outpatient clinics, giving physicians barely enough time to address acute problem and little time to provide comprehensive geriatric care. Length of stay in the department, because of factors already discussed, is long, with more than three-quarters of people staying longer than 12 days (Figure 1 ).
TRANSFORMATION
The director of the Geriatrics Department at West China Hospital was a participant in the first Chinese Geriatricians Training Conference, and several of the department's physicians have participated in subsequent training conferences, but several years before that first training conference, the director and others had already identified 4 areas that would be used as a framework for guiding changes in the department: 2 China's aging population will create challenges for the future of health care of older persons; there needs to be more emphasis on geriatric principles in clinical care and continuing medical education; government and hospital strategies for delivery of health care are changing; and the traditional concept of death should be changed (Figure 2) .
One of the early changes that has continued to transform the department has been to give physicians and nurses international experience and to collaborate. Over the past 10 years, more than one-third of the department's physicians and a smaller number of nurses have spent time (3-12 months) in Western countries gaining clinical and research experience. For example, in 2015-16, three physicians from the department spent a year in geriatric or aging programs in the United States (at Johns Hopkins, Harvard, and St. Louis University). The department has had several visiting professors from the United States, Canada, and Europe over the past 10 years and has had a long-term collaboration with the Division of Geriatric Medicine at St. Louis University.
A more recent change related to the need for more emphasis on geriatric principles in clinical care and continuing medical education was to revise the departmental conferences, which physicians and nurses attend (Figure 2) . Weekly conferences to review and discuss patients who have died and complex cases have been routine for years as a hospital-wide requirement. There was consensus in the department that review of deaths focused too much on the last few hours or days of life and did not encourage critical analyses of the key events in the illness trajectory. The complex case discussions also lacked logical step-wise approaches and differential diagnoses for the patients being presented. Critical thinking principles were chosen as a foundation for revising these conferences. In January 2017, four physicians developed a pathway based on critical thinking for presenters to follow, which included two important questions: What were the key events in the full process of the individual's illness that lead up to this hospitalization and death? Is there anything different that could have been done to prevent the individual's death or extend his or her life without causing significant suffering?
For diagnostically complex cases, the presenter is required to critically review the differential diagnosis with reasons for or against each proposed diagnosis. For treatment of complex cases, the presenter is supposed to use evidence based medicine principles to discuss, and critique where appropriate, past, current, or proposed treatments.
Another change more directly related to clinical care and geriatric principles was to provide special training for a unique group of healthcare providers who might be considered nurses' aides according to Western standards.
These people, given the title hugong, or baomu, are hired caregivers who typically have not had formal training. They are predominately female and middle-aged (30-50) and have a low level of education (primary school or below). In the department, more than 90% of older adults and their families pay to have these hired caregivers, who spend 24 hours a day in the hospital sleeping in a small fold-up bed next to the individual at night. The hospital does not directly specify their duties, which are typically discussed between the family and the hugong. They usually include help with basic activities of daily living (ADLs) and occasionally some "nursing" tasks (monitoring of IV medications, assisting with nasogastric tube feedings, wound care). Most hugong work for an outside company that contracts with the hospital. Families can hire hugong from this company or on their own.
Nurse leaders started by surveying the hugong about attitudes toward older persons and assessing current skills. Next, the formal training program focused on attitudes, knowledge, and skills (Supplementary Box S1). Assessment occurs after completion of the formal training program. Lastly, there are feedback sessions to help nurse leaders understand areas for improvement, strengths and limitations of the hugong, and needs and burden of the hugong.
Another component integral to the transformation process was to develop geriatric models of care. The decisions to use geriatric models of care to address the four areas described in the framework (Figure 2 ) and which ones to develop were based on a review of the evidence in the geriatric literature and the international experiences and collaborations of physicians in the department. Table 1 describes 6 models of care, with start dates, processes, outcomes (already measured or to be measured), challenges and barriers, and use and sustainability concerns specific to each model.
Rather than describe each model of care, it might be more useful to discuss what we have learned from the process. One of the overarching challenges has been the benefits and challenges of trying to develop and implement Western models of care. For example, department physicians and nurses have generally responded in a positive way when learning about or trying new (foreign) ideas but have also experienced that importing Western concepts into Chinese culture, especially the healthcare culture of China, is challenging.
During the implementation phase of several models of care, we learned that it was difficult for physicians and nurses to participate fully in the new models because they were already busy. Because many processes in the models are extra work (e.g., Comprehensive Geriatric Assessment, interdisciplinary team meetings, delirium prevention and management, palliative care family meetings), it has been important to show the physicians and nurses how these models have improved care. Objective data and anecdotal reports of patient and family satisfaction have helped motivate healthcare providers to continue the models.
Another important lesson was that "importation" required adaptation to meet cultural and local expectations. Even if physicians and nurses accepted that a foreign model has the potential to solve one of their challenges, they still had to address the cultural and local expectations of individuals and families. For example, although many physicians and nurses have accepted that some of the models can decrease length of hospital stay (which has become increasingly important), many individuals and families have resisted this potential outcome of the models. Physicians and nurses have adapted by starting discussions about discharge earlier, accepting small increments of change, and realizing that only some of the individuals and their families will accept earlier discharge.
Another lesson learned was that it has been better to figure out on a small scale how to obtain what is needed to implement a particular model rather than trying to make changes on a larger scale. An example of this was the need for social workers on the Acute Care of the Elderly (ACE) Unit. Instead of trying to convince the hospital to hire social workers (which would mean convincing the administration of a more-than-4,000-bed hospital to create new positions for a discipline that no other departments have) or trying to change the culture of health care in China (social workers are not an integral part of most healthcare systems in China, so just "finding" social workers to hire is not an option), the physician leader on the ACE Unit met with a professor of social work who had previously done research with the Geriatric Department. This professor (who is Director of the Research Center of Social Development in the Sichuan Social Science Department) was interested in doing further research and having his team of professors and students gain experience in the hospital, so they became part of the ACE interdisciplinary team. Although there have been periods over the past 12 months without social workers, they have been present more than 70% of the time.
Another example of this was the delirium prevention model based on the Hospital Elder Life Program (HELP) strategies. 8 A critical part of HELP is the use of hospital volunteers for ambulating and having patients perform instructed exercises. Rather than try to make a major change in our hospital culture by introducing and then developing a foreign concept such as volunteerism, we decided to use a part of our culture we already had: the hugong. Family members are typically present at the bedside if hugong are not, and they were instructed on how to participate.
The challenges associated with implementing the palliative care model are worthy of more detail. Although clinical programs and research in palliative care and hospice have existed for some time in Hong Kong and Taiwan, 9,10 few programs have been developed in Mainland China.
11,12 It took 7 months from when a team of interested physicians and nurses was formed to reach the point where the program was ready to start patient care (Table 1) . Thus far, the palliative care program has included consultations within the department and a dedicated part of one floor for individuals receiving palliative care.
The growth of these services has been slow. We believe the main challenge to growth has been the low rate of acceptance of the concept of palliative care and hospice by physicians, nurses, individuals, and their families. This is not unique to West China Hospital. Some considered the subject of death to be the number one taboo. 13 Not only do many Chinese believe that talking about death in any way is bad luck, but there is also fear that it may hasten death.
14 Prevalence of religion among inpatients in our department was less than 10% according to a survey questionnaire about death and dying (n = 993). 15 This was consistent with other surveys administered in China, which have shown rates from 3% to 13.7%. 16, 17 This may partially explain why some Chinese believe that "life is lost forever when death occurs" 13 and in some instances, why families will choose to continue care (if they can afford it) even when there is no chance of recovery instead of allowing a comfortable, peaceful death.
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One of the underlying challenges to the development of any new models of care or educational advances facing the geriatrics department, as well as other departments at public hospitals in major cities such as Chengdu, is the emphasis from the government on "closer partnerships between top-tier hospitals and grassroots medical services to provide health management and healthcare services for urban and rural residents alike in a more inclusive and coherent manner." 18 This has been part of the framework guiding changes (Figure 2 ), but this is a national mandate with financial and healthcare personnel consequences. 
TIANXIA (IN THE SKY) DOCTORS
Western China covers a vast area of land, has a growing elderly population, and has "high quality medical resources are mostly in big cities." 18 With these challenges in mind, the department established Tianxia Doctors, an internet-based platform that can achieve long-distance management of an older person's health through consultation between the department's interdisciplinary team and other hospitals, nursing institutions, home-based elderly care service stations, community health service centers, and pharmacies (Tianxia120.-com). Tianxia Doctors can be used with televisions, personal computers, and cellular telephone applications. Communication can be live video, audio, or text. Services include consultation, two-way transfer of medical information, scheduling of outpatient appointments, and electronic prescriptions. Future plans for Tianxia Doctors include a model of medical care plus custodial (ADL) support, optimal allocation of medical resources (e.g., less inpatient and outpatient use), and a focus on medication reduction and greater patient and family satisfaction.
LIMITATIONS AND CONCLUSION
This report has focused on the clinical and training aspects of geriatrics in the department and did not discuss research, but research in aging and geriatrics is important to help meet the demands of the aging population in China. Supplementary Table S2 describes some of the main research areas throughout the past 14 years and into the future.
Although this report is descriptive and may not reflect other departments in China, which may be transforming as well, 19 it provides information on how one department is facing the challenge of the growing elderly population. Our hope is that this report will be useful for other geriatric departments in China (most physicians in China turn to Western journals to see what advances are occurring) and that feedback from the global geriatrics community could offer critique and guidance on how to further advance geriatrics in China. Table S1) Underuse ACE = Acute Care of the Elderly; LOS = length of stay; ED = emergency department; IQL = Improvement in Quality of Life; HELP = Hospital Elder Life Program; CGA = comprehensive geriatric assessment.
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